CLEFT PATHWAYS
Sir, the study by Locke and Bishop 1 has thrown up some important issues that I would like to highlight. Having worked in a variety of restorative units over the last seven years I am sensitive to the difficulties in the provision of multidisciplinary treatment for cleft lip and palate patients whilst in their adolescent years but what is more worrying is the need for ongoing care past the age of 18.
The care pathways outlined for cleft lip and palate seem to decline once both orthodontic and surgical treatment has been completed at the end of growth and Clinical Standards Advisory Group (CSAG) audit requirements have been met. However, for many patients this period is not the end of their care but rather the start of a lifelong commitment and support from restorative specialist teams. Sadly this need may not be as accessible as current need requires.
Once formal cleft treatment is completed patients can be forgiven for being relieved due to the number of hospital visits and surgical episodes required for correction of their abnormality. Once into adulthood the ongoing maintenance and management of these patients who may present with complex problems that are otherwise unmanageable in primary care can fall on the specialist in restorative dentistry. Teeth in cleft patients have been shown to have a plethora of morphological anomalies 2 in addition to compromised periodontal health due to proximity to the cleft. 3 Where surgical correction of the cleft has been suboptimal the requirement for obturator provision as opposed to further surgery may be preferred. A newer issue is the ongoing maintenance of implant prostheses. These issues have not been addressed formally for patients leaving the cleft pathway. In contrast the requirement of a specialist in restorative dentistry for the initial assessment, treatment and ongoing monitoring of patients with head and neck cancer has been documented in national clinical guidelines. 4 The figures for this patient cohort are slightly better than the results from the current Locke and Bishop study -although there is still an obvious requirement for improvement.
There is a need for the specialty of restorative dentistry in the lifelong treatment of these patients which needs to be highlighted for health care commissioners and CSAG.
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